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On admission, December 12, 1930, the anmemia was severe; the spleen was, not palpable. The stools contained a varying amount of blood and mucus, but no excess of pus; no specific infection could be detected. Sigmoidoscopy showed several patches of granulation tissue and one small ulcer at the recto-sigmoid junction. The fractional test-meal showed an acid secretion within normal limits. During the first two months, till mid-February, 1931, the general condition changed slightly for the worse; the evening temperature was always from 990 to 100°F. The anaemia improved temporarily after transfusion. Liver (4 oz. daily) was given for a short time at this stage, but appeared to increase the diarrhcea and was stopped. From mid-February to the end of March the symptoms increased, the stools were from six to twelve daily, with much blood, and were offensive; the evening temperature was up to 1020 F. and the pulse to 125. The weight had fallen by 2 st.
since the beginning of the illness. Massive cedema of the legs and trunk developed and the abdomen became greatly distended; later the cedema subsided and there was slight improvement in the appetite and general condition, but at the beginning of June the high temperature still continued and the anaemia remained practically unchanged. On June 7 liver extract equivalent to one and a half pounds daily was given.
The liver extract produced an alarming reaction for the first three days; the temperature rose to 103°F. and from ten to twelve stools were passed, but by the sixth day of treatment the temperature became normal for the first time for six months and never rose again above 990 F. The stools decreased to two daily and the weight rose by 4 lb. a week, or 2 st. in six weeks, by which time the blood picture was almost normal. There has been no relapse, though the patient was admitted with an attack of pneumonia during the winter. Osteitis Deformans in Mother and Daughter.-D. C. HARE, C.B.E., M.D. The Mother. Mrs. C., aged 69, has noticed bowing of the right leg and of the left forearm for " at least" five years. She complains of very little disability, but has suffered from rheumatic pains. She is becoming deaf during the last year. Blood-pressure 160/80.
Blood
The bony changes appear to be limited to the right tibia and the left ulna. No change is detected by X-ray in the skull bones.
The Daughter. Miss A. C., aged 42. Swelling of the left tibia begpn five years ago; there is no history of injury, but at that time she had to stand all day and the leg was painful. The swelling has gradually increased, it is always hot and throbs a little, but she takes but small notice of it. No other bone appears to be affected. The Wassermann reaction is negative. The upper half of the tibia is enlarged and hot, the skin is unchanged. X-ray examination shows the bone to be expanded, streaked and rarefied, and the disease is considered to be osteitis deformans but other diagnoses have been suggested. The skiagram of the skull shows no change. In the mother the changes are those of sclerosis, though not very advanced; in the daughter the disease is in the early vascular stage with absorption but without much sclerosis.
The occurrence of the disease in father and son is referred to by Monchet.1 No other reference to familial incidence has been traced. The mother, Mrs. C., states that her grandmother haA A. a rooked2-lrm
